Objectives: Fine needle aspiration (FNA) is a cost-effective and rapid method to diagnose salivary gland neoplasms. Histological changes secondary to FNA are usually mild and focal, with only rare cases of complete tumor necrosis reported. We report a case of a low-grade carcinoma ex-pleomorphic adenoma (CXPA) with diffuse post FNA reactive changes. Low-grade CXPA is a rare malignancy that can be difficult to diagnose; the post FNA changes makes the diagnosis even more challenging. Methods: The patient was a 46-year-old man with a right parotid mass of 3 years' duration. CT scan showed a well-circumscribed 3.9 cm mass in the superficial lobe.
Introduction: Diffuse leptomeningeal glioneuronal tumor (DLGT) is a rare neoplasm characterized by a leptomeningeal infiltration by monomorphic small tumor cells. DLGT often presents with symptoms of increased intracranial pressure and meningeal involvement. Radiologic studies show diffuse leptomeningeal enhancement. Because the symptoms and radiologic appearance are not typical for a tumor, this entity is often not considered at presentation. Diagnosis is most commonly obtained postmortem.
Methods:
We present a surgical case of DLGT diagnosed antemortem in a young woman to emphasize the importance of considering this entity in the clinical and pathologic differential. Results: A 45-year-old woman presented with a 2-month history of nausea, vomiting, headache, dizziness, and blurry vision. Examination revealed bilateral papilledema and right cranial nerve six palsy. Intracranial pressure was markedly elevated (49 cm H 2 O) and the CSF protein level was increased (950 mg/dL). Multiple radiologic studies of the head were unremarkable. A meningoencephalitis panel was negative. The patient was initially treated for presumed idiopathic intracranial hypertension. Magnetic resonance imaging (MRI) of the thoracic spine revealed an enhancement of the meninges throughout the neuraxis with an intramedullary mass causing near complete obstruction of the spinal canal. Radiologic studies of the abdomen and pelvis were unremarkable. Differential diagnoses included atypical infection and neoplastic processes. An initial lumbar biopsy was not diagnostic. A second diagnostic biopsy revealed a highly proliferative, astrocytic appearing neoplasm. The tumor diffusely infiltrated the leptomeninges, peripheral nerves, and focally penetrated the spinal parenchyma. The tumor cells were strongly GFAP positive, and negative for IDH-1, EMA, and p53. A high proliferation index was also noted (26%). Conclusions: Diffuse leptomeningeal glioneuronal tumor can clinically mimic idiopathic intracranial hypertension or atypical CNS infection. Recent reports suggest chemotherapy and radiotherapy are effective; hence, a clinical suspicion of this disease should be followed by an aggressive diagnostic strategy. Immunohistochemical stains (IHC) are often used for work-up of carcinoma of unknown primary, and in this context, coexpression of CK7, GATA3, and ER is highly suggestive of metastatic breast cancer. GATA3 is expressed in >90% breast carcinomas, and is more sensitive than mammaglobin and GCDFP. However, specificity is approximately 70%, with expression reported in the majority of urothelial and choriocarcinomas. Estrogen receptor (ER) is often expressed in neoplasms of mammary, uterine, and ovarian origins. This case highlights a major diagnostic pitfall in the interpretation of these stains. A woman in her fifth decade presented with a possible thoracic vertebral lesion following a compression fracture. The biopsy showed dense bone and a fragment of tissue with predominantly plump polygonal cells, with eosinophilic cytoplasm, and hyperchromatic atypical nuclei with mild pleomorphism. IHC showed that the cells were strongly positive for CK7, GATA3, patchy positive for ER, and negative for CDX2, CK20, TTF1, thyroglobulin, mammaglobin, Melan A, and PAX8. The case was signed out as metastatic breast adenocarcinoma. Whole body imaging and PET scans failed to identify a primary tumor. The patient received hormonal therapy for stage 4 ER-positive breast cancer. On review, we noted prominent large blood vessels in the tissue and a few compressed glands on the periphery positive for PAX8 resembling endometrial glands. This tissue was separate from the bone. The morphology, along with the knowledge that intermediate and cytotrophoblasts express GATA3, cytokeratins, and ER led us to conclude that the separate tissue fragment likely represents a tissue contaminant ("floater") from an endometrial implantation site. This case reminds us that trophoblasts are also positive for GATA3, cytokeratins, and ER, and products of conception can be a dangerous contaminant leading to erroneous metastatic breast cancer diagnosis with severe consequences. IHC should always be interpreted with caution in context of morphology.
FNA demonstrated cytomorphologic features typical for pleomorphic adenoma, with ductal epithelium, myoepithelial cells, and chondromyxoid stroma. Subsequently he underwent right parotidectomy eight days after FNA. Results: Gross examination showed a 5.5 cm wellcircumscribed mass with heterogeneous cut surface. Microscopically, tumor composed of cells forming ducts with islands of squamous differentiation and focal chondromyxoid stroma. Necrotic areas associated with focal atypia and increased mitosis was present. Capsule showed diffuse edema, lymphocytic infiltrates, and extensive fibroblastic proliferation. Surrounding salivary gland tissue demonstrated diffuse acinar atrophy and ductal proliferation. Careful inspection of capsule showed several foci with extension of tumor beyond fibrous capsule, invading into normal salivary glands. The area of extension beyond capsule measured <1.5 mm in largest focus. Diffuse reactive/reparative changes made the assessment and measurement of invasion difficult. After multiple intra-and inter-departmental discussions, a diagnosis of low-grade salivary mixed neoplasm consistent with CXPA minimally invasive was made. Conclusion: In our case, diffuse reactive changes secondary to prior FNA made the diagnosis difficult. The short interval between FNA and surgery might explain these changes. We propose that a longer interval between FNA and surgery is more appropriate to prevent false positive/ negative diagnosis as a result of reactive changes.
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Metastatic Anaplastic Oligodendroglioma to the Scapula-A Rare but Real Diagnostic Challenge
Colin Appleford, DO, Kliment Donev, MD, Zhenhong Qu, MD, PhD; Beaumont Hospital, Royal Oak, MI Extracranial metastasis of an oligodendroglioma is exceedingly rare. We report a case of a metastatic anaplastic oligodendroglioma to the scapula. The patient was a 44-year-old man who was found to have a right frontal lobe mass during the work-up for episodes of seizures. Biopsy of the mass revealed an anaplastic oligodendroglioma with 1p/19q codeletion. The mass was resected and the patient was treated with temozolomide. Subsequently, the patient had three intracranial recurrences, three, five, and six years after the original resection. Twelve years after his initial diagnosis of oligodendroglioma, he presented with shoulder pain. An MRI demonstrated a large heterogeneously enhancing mass within the body of the left scapula extending into the glenoid and coracoid processes, as well as extending across the glenohumeral joint and involving the proximal humerus. Extensive anterior and posterior extraosseous extension was also present. Biopsy of the mass revealed neoplastic proliferation of cells with round nuclei and frequent mitoses, morphologically very similar to the patient's prior anaplastic oligodendroglioma in the right frontal lobe. Tumor cells were positive with GFAP and S100 immunostains, and IDH1-R132H mutation was detected by immunostain. In situ hybridization study revealed 1p/19q codeletion in the neoplastic cells. Overall, the findings were consistent with metastatic anaplastic oligodendroglioma. Metastatic oligodendrogliomas are rare and only a handful of cases have been reported in the literature with bone being the most frequent metastatic site. It is important to be aware of the possibility of extracranial metastasis of oligodendroglioma when diagnosing bone lesions because it can represent a serious diagnostic challenge if clinical history is unknown. Knowledge of prior patient's clinical history aids tremendously in diagnostic accuracy of these cases.
HSV Infection With Florid T-Cell Proliferation Mimicking Lymphoma in an HIV-Positive Man Presenting With Leukoplakia and Tender Oral Masses
Rabia Zafar, MD, Muhammad Masood Hassan, Farhan Khan, Tammey Naab, MD; Howard University Hospital, Washington, DC Herpes simplex virus (HSV) HSV1/HSV2, a nuclear replicating enveloped DNA virus of Herpesviridae family, is usually acquired through direct contact with infected lesions or body fluids, typically saliva with HSV1. HSV can cause both mucocutaneous lesions as well as systemic disease, depending upon the host immune response. The most severely affected individuals are neonates and adults with immunocompromised status. We report a case of a 61-year-old man, recently diagnosed as being HIV positive, who presented with complaint of white, firm, tender masses on the floor of the mouth. Incisional biopsy of the lesion showed mucosal ulceration tissue eosinophilia, and florid lymphoid proliferation. Rare plasma cells were seen. Focally present were viral cytopathic changes, including multinucleation, nuclear molding, and margination of chromatin consistent with HSV infection. Lymphocytes were positive for CD3, CD5, and CD7. CD4-positive lymphocytes predominated. Few CD8-positive cells were present. Rare CD20-positive B-cells were present. Peripheral T-cell lymphoma was a diagnostic consideration. A polyclonal pattern of T-cell receptor gamma gene amplification was detected, hence, ruling out T-cell lymphoma. Several histiocytes were detected with positive CD163 immunostain but negative for CD1a ruling against Langerhans cell histiocytosis. CD15 was only positive in eosinophils; this finding ruled against a diagnosis of Hodgkin lymphoma. HSV1/HSV2 immunostain was positive, confirming the diagnosis of HSV infection. Although Epstein-Barr-virus is the usual cause of oral
